Methods | We used the International Classification of Disease, Ninth Edition, Clinical Modification, external cause of injury codes (e-codes) to identify ED visits for individuals younger than 18 years for the management of firearm-related injuries from January 2006 through December 2014 from the Nationwide Emergency Department Sample (NEDS).
2,3 This study was approved by the institutional review board of The Johns Hopkins University, which waived the need for informed consent for the use of publicly available data. As previously described, sampling weights were used to obtain nationally representative estimates. Mortality in the ED or hospital was defined as any death occurring during the visit or admission, respectively.
2 Total charges for the ED visit or inpatient admission were extracted for each record, as appropriate. Data from the US Department of Labor Consumer Price Index were used to adjust for inflation to the nearest 2018 US dollar.
4
Data from the US Census were used to calculate age-and sexspecific population estimates by dividing national estimates from the NEDS by the total number of individuals and reported per 100 000. 5 Data were analyzed from February through April 2018 using Stata software (version 14.0; Stata Corp).
Results | We identified a weighted sample of 75 086 ED visits (11.3 ED visits per 100 000 individuals) for patients younger than 18 years (86.2% male and 13.8% female; mean [SD] age, 14.8 [3.3] years) who presented to the ED after a firearm-related injury. Over time, ED visits for firearm-related injuries were observed to vary, decreasing initially until 2013, and then increasing from 2013 through 2014 (Figure 1 ). Emergency department visits for firearmrelated injuries were more than 5-fold higher for male patients compared with female patients, a trend observed consistently for all years of the study; the highest incidence was among male patients aged 15 to 17 years (85.9 ED visits per 100 000 individuals).
The most common intent of injury was an assault (49.0%), followed by unintentional injuries (38.7%) and suicides (2.0%). Among all patients presenting to the ED, 35.3% were admitted to inpatient care for further management; overall mortality was 6.0% (ED, 3.6%; inpatient, 6.6%). The median ED and inpatient charges were $2445 (interquartile range, $1318-$5191) and $44 966 (interquartile range, $21 156-$91 771), respectively, and increased with time ( Figure 2) . Total charges associated with these injuries amounted to $2.5 billion (ED, $259 million; inpatient, $2.24 billion) or a mean of $270 million per year.
Discussion | Although previous studies have sought to report on pediatric firearm-related injuries, they have been limited to single-center reports or statewide analyses. The present study represents, to our knowledge, the first and largest nationally representative study characterizing ED visits for firearmrelated injuries among patients younger than 18 years. Our results are subject to limitations inherent to the use of NEDS. 6 First, misclassification or miscoding of variables may have occurred. Second, because we were unable to follow up patients after discharge, we may have underestimated the mortality and charges associated with firearm-related injuries. Last, because NEDS does not report on hospital costs, payments, or out-of-pocket expenses, these data could not be evaluated. Notwithstanding these limitations, our study demonstrated a substantial clinical and financial burden associated with firearm-related injuries among pediatric patients. Moving forward, additional resources and funds should be allocated to the study of firearm-related injuries. Only through further understanding of the social, political, and health-related risk factors for these injuries can we develop and implement effective policies to address this public health concern.
Performance of the Simplified American Academy of Pediatrics Table to Screen Elevated Blood Pressure in Children
In 2017, the American Academy of Pediatrics (AAP) updated the clinical practice guideline for diagnosis and treatment of high blood pressure (BP) in children and adolescents (hereafter referred to as the AAP guideline). 1 Similar to other pediatric BP guidelines, 2,3 the AAP guideline is based on several hundreds of sex-, age-, and height-specific BP cutoffs, which is cumbersome to use in clinical practice. However, the AAP guideline also provides a simplified table based on the 90th BP percentiles at the 5th height percentile as a convenient tool to screen for elevated BP in children aged 1 to 12 years (hereafter referred to as the simplified AAP Methods | We used data from 6816 children aged 8 to 12 years from 9 cycles of the National Health and Nutrition Examination Survey (NHANES
5
) conducted from 1999-2000 to 2015-2016 and from 3145 children aged 5 to 12 years from NHANES III conducted between 1988 and 1994. Adolescents aged 13 to 17 years were not included because the AAP guideline recommends only one BP cutoff for them (120/80 mm Hg). We used the average of the second and third BP readings for data analyses.
We compared the performance of the simplified AAP table to predict elevated BP as defined by the AAP guideline. Sensitivity, specificity, positive predictive value (PPV), and negative predictive value (NPV) were estimated by receiver operating characteristic curve analysis. The NHANES data are freely open and available to the public; thus, institutional review board approval was not required.
Results | The prevalence of elevated BP was 12.1% in children aged 8 to 12 years in NHANES and 7.5% in children aged 5 to 12 years in NHANES III according to the AAP guideline. Comparing the simplified AAP table with the AAP guideline to predict elevated BP, sensitivity (99.9%) and NPV (100.0%) were optimal, but specificity was not optimal (84.4%), resulting in low PPV (46.9%) in NHANES ( Table 1) . Results were similar according to sex, race/ ethnicity, BP status, and body mass index category. These indexes were similar using data from NHANES III (88.4% specificity and 45.1% PPV) ( Table 2) .
Discussion | Because the simplified AAP table is based on BP cutoffs at a low height percentile (fifth) and because height is the major driver of BP in children, it is no surprise that the sensitivity and NPV of the simplified AAP table are optimal, resulting in virtually no false-negative cases. However, the tradeoff for high sensitivity of the AAP guideline at a low height percentile was a low specificity (<89%) and a subsequently low PPV. With a PPV as low as 46.9%, less than half of all children with a positive test result actually had elevated BP. Tables of BP cutoffs based on low child height percentiles are bound to produce high rates of false-positive cases.
7 Admittedly, BP readings of children who test positive with the simplified AAP table are expected to be further evaluated with the AAP guideline to confirm the presence of elevated BP. It could be argued that a simplified table should be based on a higher height percentile for sex and age. This would result in higher specificity and PPV, with (most probably) only minimal influence on the sensitivity and NPV of the test. An alternate strategy could be to use a table of BP cutoffs based on height, which have been shown to have both high PPV and high NPV. Conclusions | Our analysis showed that the simplified AAP table had perfect sensitivity but limited specificity, resulting in large proportions of false-positive cases. Further research is needed
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